Since argyria was reviewed by Hill and Pilsbury in 19392 it has become rare with the diminished use of silver compounds. A recent case was ascribed to silver iodide nose drops.3 In argyria silver, probably bound to proteins, is deposited widely in the body tissues. Pigmentation results partly from stimulation of melanin deposition but mainly from photoactivated reduction to metallic silver in the dermis-hence the distribution over areas exposed to light. It may be mistaken for cyanosis. No non-cutaneous systemic effects have been described.
Facial naevus and unsuspected visual loss from glaucoma
The association of facial naevus and buphthalmos-congenital glaucoma with enlargement of the eye-has been well documented since the description of the first case in 1860.1 Occasional cases of facial naevi have been described, however, in which there are no obvious ocular signs at birth and in which glaucoma develops in later life.2 Such patients are accepted as not having any ocular complications and they are no longer followed up, only to present in later life with severe glaucomatous defects. We have seen three such cases recently and we describe them here to alert practitioners to this possibility. 
Case 3
Born with an extensive naevus over both sides of the face (see figure) , this woman first attended an ophthalmic department at the age of 25 years, giving a six-month history of redness of both eyes. The intraocular pressures were 28 mm Hg in the right eye and 50 mm Hg in the left. Both optic discs showed glaucomatous cupping and atrophy, the left being more advanced than the right. There was extensive visual field loss in the left eye, where only a small central island of vision remained. The right visual field was normal. Gonioscopy showed mesodermal tissue in the angles of both anterior chambers. Surgery was eventually required to control the pressure in this patient's left eye, and a close watch is being kept on the right, which continues to be treated medically.
Case 3. Extensive naevus over both sides of face.
Comment
The earliest descriptions of the Sturge-Weber syndrome were made by Sturge3 in 1879 and Horrocks4 in 1883. They suggested that the naevus flammeus and buphthalmos were associated with a meningeal angioma on the same side. This was later shown radiologically by Weber. Urethral discharge associated with ingested foreign body Foreign bodies in the urethra cause a chronic discharge. Usually (excluding renal calculi that have become impacted in the urethra) they have been knowingly inserted per urethra by the patient. An unusual case is discussed in which a foreign body which was accidentally ingested became impacted in the bulbous urethra.
Case report
A 55-year-old man was admitted with a history of dysuria and pneumaturia for a few weeks. In 1938 he had had an arthrodesis of the right hip for tuberculosis and also an appendicectomy and repair of a left inguinal hernia. He was generally well at the time of presentation. Examination showed no gross abnormality other than mild hypertension (150/100 mm Hg) and a fixed hip. Culture of the urine produced a heavy growth of Escherichia coli; chest x-ray examination was normal; an intravenous pyelogram showed no gross abnormality of the kidneys, ureter, or bladder; a barium enema showed diverticular disease of the sigmoid colon with a fistula to the bladder. Laparotomy confirmed the diverticulosis and fistula. The sigmoid colon was resected and the fistula closed. No abnormality within the bladder was noted. The patient made a good recovery and was discharged home on the eighth postoperative day with normal micturition, bowel action, and a well-healed wound. The urine was sterile. Duck bone removed from urethra.
One month later the patient was well but had developed a moderate urethral discharge. A urine culture was sterile but the discharge grew haemolytic streptococci. Acid-fast bacilli were not seen or cultured. The discharge persisted despite appropriate antibiotic treatment. An intravenous pyelogram, micturating cystogram, and cystoscopy were all normal; a urethrogram showed a diverticulum in the bulbous urethra. At urethroscopy a foreign body was seen in the urethra. When removed it was found to be an animal bone 4-5 cm long ( figure) . The discharge immediately ceased and the patient has been well since. In retrospect, he remembered swallowing a duck bone one month before the original pneumaturia.
Comment
Diverticulosis is the commonest cause of vesicocolic fistula,' 2 but we could find no report of a case in which an ingested foreign body was associated with a fistula. Urethritis is the commonest cause of urethral discharge, and may be associated with an inserted foreign body.3 In this patient the duck bone was ingested. It may have caused the vesicocolic fistula or may merely have passed through a fistula caused by diverticulitis. In the early stages of investigation and at operation the bone was not seen, and thus must have passed as far as the bulbous urethra submucously. The case is reported as a most unusual cause of urethral discharge, and possibly of the fistula itself.
1 Slade, N, and Gaches, C, British Journal of Surgery, 1972, 59, 593. 2 Henderson, M A, and Small, W P, British J3ournal of Urology, 1969, 41, 314. 3 Thomas, W J C, British Journal of Surgery, 1964, 51, 921. (Accepted 27 September 1978) figure) . This was much higher (P< 0-01 by Student's t test) than in metapneumonic pleurisy (17-26 IU/1±7-51) and pleuropulmonary malignancies (15-54 IU/l ± 6-56). The mean concentrations in peritoneal effusions due to cirrhosis and ascites were 4-06 IU/l ± 3-47 and in effusions due to malignancies 11-46 IU/l k6-74-both very low. The variance analysis in the five groups showed a highly significant difference (P< 0 001). Abdominal malignancies iton ADA concentrations in pleural and peritoneal effusions.
